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from the lymphatics of the legs escaped into the bladder.
There was no inflammation in the urinary tract and the
kidneys were normal. Purulent pericarditis, hypostatic
pneumonia, and acute bronchitis were present. This was
the fourth published case of a necropsy on a patient with
non-tropical chyluria. There were strong reasons for believing
that all cases of chyluria, whether due to iilarise or not, were
caused by the same anatomical abnormality-viz., obstruc-
tion to the thoracic duct or large abdominal lymphatics,
with consequent dilatation of abdominal and pelvic lym-
phatics and rupture of a dilated lymphatic into the

urinary tract. The obstruction in filarial chyluria appeared
to be due to a fibrous stenosis of the thoracic duct,
secondary to inflammation brought about by the presence
of filariae at some earlier period. The parasites them-
selves had never been found blocking the thoracic duct.
As the obstruction, when once produced, would be perma-
nent it would remain after the niarias had all died out.
Hence cases, such as the present one, in which the patient
had been abroad 20 years before the onset of the chyluria,
might quite well have been due to an old infection with
niarise which had completely died out, leaving the obstruc.
tion in the thoracic duct. Presumably the rupture of a
dilated lymphatic into the -bladder occurred only in March,
1906. In non-filarial cases the obstruction was probably due
to some other parasite, or more frequently to caseous glands
or other tumour pressing on the duct from without. Hence
the distinction between tropical and non-tropical chyluria
was artificial and not warranted by the pathogenesis of the
two conditions.
Mr. T. M. HAMELL said that he had made observations

on a subject in which chyle came from a chylous fistula.
The rate of appearance of fat in the chyle was dependent on
the condition of the fat and whether it had a high or low
melting point. The fats with a low melting point appeared
more rapidly than those with a high melting point. He had
never been able to detect dextrose in the chyle. He asked
whether by any operation it was possible to connect the part
of the thoracic duct below the lesion with that above it.

Dr. HERTZ, in reply, said that he had made no experiments
with regard to the rapidity of absorption of the fats with the
high or low melting points, but for the ordinary fats of food
it took only half an hour before they began to appear in the
urine. Exercise increased the lymph flow and the rapidity
with which the fat appeared in the urine.

CLINICAL SOCIETY OF LONDON.

The Medical and 5’urgical, Treatment of Congenital Pyloric
Stenosis.

A MEETING of this society was held on March 8th, Mr.
H. H. CLUTTON, the President, being in the chair.

Dr. G. A. SUTHERLAND read a paper on the Medical Treat-
ment of Congenital Pyloric Stenosis, which will be found at
p. 725 in the present issue of THE LANCET.

Dr. A. F. VOELCKER read short abstracts of seven cases of

Hypertrophic Pyloric Stenosis in infants who had been
under his care at the Hospital for Sick Children, Great
Ormond-street, and gave an analysis of the 39 cases which had
been observed at that hospital since 1897, 35 of which had
been males. The age at which vomiting had commenced
varied ; out of 37 cases noted four had commenced at birth,
three at one week, nine at two weeks, 11 at three weeks,
five at four weeks, two at five weeks, two at six weeks, and
one at eight weeks of age. These and other facts threw
doubt upon the condition being a congenital defect. Other

congenital malformations were notably absent, and the
condition did not recur in other members of the same

family. Hypertrophy of the pylorus and gastric peristalsis
had been detected in all Dr. Voelcker’s cases. In regard to
the pathology it had been suggested that such cases con-
sisted of a pyloric spasm caused by excess of hydrochloric
acid, and Dr. Voelcker was of opinion that the pyloric lesion
was secondaty to some alteration in the gastric secretion.
Out of 39 hospital cases 34 had died. Five of Dr. Voelcker’s
seven cases had been operated upon, all of whom had died.
He attributed the recovery of the other two to lavage and
diet. He did not think surgical intervention of any form
was advisable.

Mr. F. F BuRGHARD read a paper on the Surgical Treat-
ment of Congenital Pyloric Stenosis, based upon 16 cases
that had come under his own care. Five years ago operative

treatment was strongly advocated but of late professional
opinion had undergone considerable change. His opinion
was that only in a small proportion of cases was operation
indicated. He pointed out that the chief difficulty at present
was to know in what proportion of cases medical treatment
alone might be expected to suflice. Whereas in former years
most of the cases came under the surgeon’s hands at an early
date, the tendency at present was to delay operation as long
as possible in the hope that medical measures alone would
succeed. This hope was justified in a certain number of
cases and the debate would probably do much practical good
by enabling surgeons to form some idea of results that were
likely to follow medical treatment alone, as hitherto no ex-
tended experience had been published. Dealing with the
question of operative results, 16 cases in all had been operated
upon by the same method-namely, dilatation of the pylorus.
Of these cases 11 had recovered satisfactorily from the opera-
tion, ten remaining well, whilst one case died within three
months of the operation from convulsions ; the operative
mortality was, therefore, 31’ 25 per cent., whilst the total
mortality was 37’ 5 per cent. The chief danger of the opera-
tion was shock, which could be minimised by careful pre-
liminary preparation and operating rapidly in a well-warmed
room, never less than 70&deg; F. ; 25 minutes should be mffi-
cient, ten being occupied in the dilatation. Two accidents
that had happened in the series of cases quoted were rupture
of the pylorus (in two cases) and wound of the duodenum (in
one case). These accidents could be treated by immediate
suture and were not necessarily fatal. Dilatation of the
pylorus was preferable to pyloroplasty but this last was pre-
ferable to gastro-jejunostomy. The chief danger of dilatation
was splitting the pylorus and to obviate this the incision into
the stomach should not be made too near to the pyloric
orifice. No recurrence of symptoms occurred after any of
the cases quoted.

Dr. HEXRY ASHBY (Manchester) said that he had made
necropsies on about 11 cases. He had been struck by the
marked hypertrophy, though it rarely caused complete
obstruction, but he could not help thinking that the hyper-
trophy was not the essential cause. There were always a
large quantity of mucus and other evidences of gastric
catarrh. This condition was probably antenatal and pro-
duced an over-action of the sphincter which led to the hyper-
trophy. It was difficult to make out a hypertrophied
pylorus during life but with a little patience the abdominal
walls might relax and the pylorus drop down from beneath
the liver. All his cases had improved temporarily under
lavage and small quantities of thin food such as whey. Only
one of his cases had been operated upon and the patient had
died 12 days later.

Mr. CLINTON T. DEXT agreed that the results of surgical
intervention had not been very favourable. Out of about
120 collected cases, including a number of unpublished ones,
that had been operated on the mortality was about 50 per
cent. Unfortunately, surgeons rarely saw these cases until an
advanced stage had been reached. Pyloroplasty or pylorec-
tomy was preferable to gastro-enterostomy; the former
certainly restored the functions of the pylorus. He had in
his possession a section from the pylorus showing that the
hypertrophic condition was most certainly antenatal. Pro-

longed medical treatment certainly jeopardised the surgeon’s
treatment.

Dr. G. F. STILL said that he had observed 27 cases. Out
of 23 in which the result was known 14 had recovered com-
pletely : eight of these had been operated on, five of them
having been mild cases which had been passed on directly to
the surgeon : the other six had been treated medically, five by
lavage and one by dieting only. Of the nine that died three
were untreated, three were operated on, and three were
treated medically. Thus the results were practically as
good by medical as by surgical treatment, but each case

must be judged on its own merits, not by statistics. He
took exception to Mr. Dent’s statement as to the undue
severity of the cases sent to the surgeon as compared with
those treated medically, and he raised the question as to the
later results of operative measures. On the other hand,
three or four months’ persistent lavage was a serious
undertaking.
Mr. G. H. MAKINS had operated on two cases and the

patients had both recovered, though one had died later
from enteritis.

Dr. EDMUND CAUTLEY thought that these cases could be
differentiated into three classes: (1) pure pyloric spasm
without evidence of hypertrophy, attended by vomiting of



735

all kinds of foods-these recovered under lavage ; (2)
moderate degree of hypertrophy, with spasm and dilatation
of the stomach ; and (3) those in which there were consider-
able hypertrophy and increasing stenosis. In this last group
operative measures were absolutely imperative, otherwise the
patients died. Lavage, diet, cocaine, and alkalies might be
tried, but his own results were strongly in favour of surgical
intervention. Of his last series of 12 cases nine had been

operated on by Mr. Dent; four of these in private practice
had all recovered ; of the five hospital cases three had re-
covered and two had died (one under the anaesthetic and one
suddenly without cause).

. Dr. ROBERT HUTCHISON dissented from Dr. Cautley’s
classification which he regarded as theoretical. Nor could
he agree that any surgical measures were indicated in the
condition under discussion. He had seen nine cases in

private practice, the diagnosis of which could not be doubted.
One case was operated on and recovered, and of the eight
treated medically only one died. The statistics of hospital
out-patients and private cases should be kept separately, for
the difficulties of treating the former were sometimes very
great.

Dr. SUTHERLAND, in reply, pointed out that adequate
medical treatment had only come into vogue during the past
two years.

Dr. VOELCKER and Mr. BURGHARD also replied.

OBSTETRICAL SOCIETY OF LONDON.

After.history of a Case of Fibroid of Broad Ligament
associated with an Ovarian Cyst.-Perithelioma of the
Uterus.-President’s Addres8.-Exhibition of Specimens. z
A MEETING of this society was held on March bth, Dr.

HERBERT R. SPENCER, the President, being in the chair.
Mr. ALBAN H. G. DORAN read notes of the After-history

of a case of Fibroid of Broad Ligament associated with an
Ovarian Cyst reported in the forty-third volume of the

society’s Transactions. In July, 1901, he removed a cystic
tumour of the left ovary and a fibroma of the left broad
ligament. After enucleation of the solid tumour he turned
the pedicle of the ovarian cyst into the space between the
layers of the broad ligament which he then sewed over it,
The right ovary was noted as small and normal. In January,
1906, Mr. Doran removed a cystic tumour of the same light
ovary which was of a perfectly innocent type. There were
no adhesions on the left side of the uterus, a fact which
seemed to demonstrate the advantages of the treatment of
the pedicle adopted at the first operation.-The PRESIDENT
said that he agreed that it was desirable, when possible, to
bury pedicles in the broad ligament, but that was not
always practicable. The rate of disappearance of silk varied
much in different cases. He had seen the silk completely
disappear from ovarian pedicles in three months, leaving the
stump at the cornu of the uterus smooth and quite free from
adhesions. On the other hand, he had found silk present
after seven years.-Dr. A. H. N. LEWERS said that he had
performed abdominal section a second time in the same

patient in a considerable number of cases. It was certainly
not the case that the pedicle left after removing an

ovarian tumour treated in the ordinary way invariably con-
tracted adhesions. He had several times seen it quite
free from such adhesions.-Dr. P. HORROCKS said he had
several times seen cases where there were no adhesions over
the stump after an operation performed a considerable time
previously. He mentioned a recent case where tbeovarifs
had been removed nine years before on account of a fibroid
tumour. The latter, however, began to grow and to give
trouble and so was removed a week ago by panhysterectomy.
No adhesions were found over the stumps of the old
operation. He remembered other cases illustrating the
same fact and he was inclined to think that the greater
the degree of asepsis the less likelihood there was of
adhesions forming over the stump. He also thought. that
if the distal end was strangulated by the ligature being
very tight adhesions were liable to form.-Mr. DORAN
maintained that the usual practice of leaving a liga-
tured pedicle bare in the peritoneum often led to exten-

sive, if not dangerous, adhesions. Such was his experience
of second ovariotomies on the same patients. 20 years ago,
when thick silks were applied to thick pedicles and the peri-
toneum was irritated by sponges, this complication was far
more common than it was at the present day. Dr. Horrocks

had referred to a different subject, removal of the ovaries for
the cure of uterine fibroids. The pedicles projecting from a
big fibroid uterus were in a position highly favourable to the
development of adhesions. Mr. Doran observed that in 1901
he noted that two small subperitoneal myomas projected
from the fundus. In 1906 he found"’that they had undergone
no increase or diminution in size.

Mr. G. F. DARWALL SMITH read a short communication
on a case of Perithelioma of the Uterus. A single woman,
aged 38 years, was admitted into St. George’s Hospital
in July, 1906, complaining of pain in the left side
and of more or less constant bleeding from the vagina for
the preceding four months. Double ovariotomy had been
performed for two ovarian cysts in 1904, one of which was
suppurating. These cysts were reported to be cysto-
adenomatous in character. The convalescence was un-

eventful and the patient was discharged apparently well.
After this operation menstruation ceased and no discharge
of any kind was noticed until the bleeding began in March,
1906. When readmitted the cervix uteri was small and of
normal consistence. The uterus was freely moveable
and felt somewhat unusually light. Douglas’s pouch was
empty and there was no abnormal swelling in the pelvis.
15 days after admission the uterus was curetted. The tissue
removed was reported to be peritheliomatous. It was

almost entirely composed of cells of the growth, round, or
slightly elongated in shape, budding off from the periphery
of the smaller vessels. Some parts of the growth were quite
necrotic. In what were probably the older parts of the

growth, the cells, almost glandular in type, were arranged
closely about the periphery of small vessels. The very few
endometrial glands found in the sections showed some evi-
dence of proliferation of the cells lining them. 26 days after
admission total hysterectomy was performed by the
abdominal route. The uterus was only slightly enlarged.
After hardening it measured three inches in length
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appearances were normal. At the fundus of the cervix and

projecting down into the uterine cavity was a soft friable
growth distinctly paler than the surrounding mucous mem-
brane. The origin of the growth was more clearly shown
in the tissue removed by the curette than microscopically by
the sections from the site of the growth, but its perithelio-
matous origin was still evident. Almost the entire growth
was made up of cells of approximately the same character
as the majority of those seen in the curetted tissue. There
were only a few capillaries. Strands of elongated cells
could be seen at intervals running into the growth from
the region of the uterine muscle. These seemed for the
most part either to be, or to contain, small blood-vessels.
No endometrial glands had been seen in any of the sections
cut from the site of the growth. The growth could be
seen to be infiltrating the uterine muscle at its base and

fairly numerous small round cells were visible scattered
among the muscle fibres for some distance towards the
peritoneal surface of the uterus. There was much less
necrotic tissue to be seen in these sections than in those
from the curetting. Sections -taken from the cervix uteri
showed nothing abnormal.-Mr. J. H. TARGETT agreed that
the sections exhibited a malignant growth infiltrating the
wall of the uterus. But he regarded it as a sarcoma probably
originating from the cellular stroma of the endometrium ;
whether it had begun in the sheaths or walls of the capillary
vessels did not affect the general characters of the growth.
When a sarcoma invaded a dense tissue like uterine muscle
it extended between the planes of fibres and thus simulated
the mode of infiltration of a carcinoma. A further investiga-
tion of the specimen was desirable.
The PRESIDENT then delivered the Inaugural Address.

After thanking the society for the high honour which it
had conferred upon him he proceeded to consider how far
the "diseases" and "peccant humours" of learning, of
which Bacon wrote in the "Advancement of Learning,"
applied to the advancement of obstetrical and gynaecological
knowledge at the present time. He believed that obstetrical
and gynaecological knowledge was not altogether unaffected
by the diseases of "vain words," "vain matter," and
"deceit or untruth," and by the peccant humours of
"affecting antiquity or novelty," "impatience of doubt
and haste to assertion without due and mature deliberation
of judgment," and "the delivery of knowledge in a sort as
may be soonest believed and not easiliest examined." He
commended Bacon’s "Register of Doubts," but thought it
should be used with Bacon’s caution, "that when the doubts


